Horizontal or downward-sloping ST depression of 0o25 to o05 mm, or a T wave less than onetenth the height of the preceding R wave in leads I, II, aVF, or found the following diseases associated with 'non-specific ST and T wave changes', in addition to those already mentioned: radiation injury, electrolyte disturbance (especially hypokalaemia), metabolic disease (e.g. hypothyroidism, cortisol deficiency), anaemia, intracranial disease, and acute pancreatitis. There are many physiological and pharmnacological factors capable of affecting the ST/T portion of the cardiogram, but most of these are not relevant to the conditions of clinical practice, and the majority can be excluded by a careful history and examination. The commonest noncardiac factors of practical importance at the present time are the glycosides and the tricycic antidepressant drugs.
The nature and prognosis of any heart disease present cannot, as a rule, be determined from the cardiogram alone; but only by careful consideration of all the evidence. The same pattern which in one patient is the earliest evidence of acute infarction, in another may represent merely the scar of an old infarct or a patch of healed myocarditis. and ignore slight changes associated with tachycardia. Caution should also be exercised in the interpretation of slight ST/T depression confined to the inferior leads (Evans and Lloyd-Thomas, 1957) .
A recognition of the significance of minor ST/T depression is of great importance in the early diagnosis of coronary heart disease. At the time when symptoms first appear, clinical examination is usually unhelpful and major cardiographic abnormalities are found in less than half the patients; but approximately onethird show ST/T depression (D. Short and M. Stowers, 1972, in preparation) . One of the most difficult diagnostic problems in cardiology is presented by the patient with brief attacks of central chest pain unrelated to effort or excitement. In such patients, the finding of minor ST/T depression may be a vital clue to the diagnosis.
What attitude should be adopted towards symptomless individuals whose cardiograms show these abnormalities ? If other causes can be excluded, the probable diagnosis must be coronary heart disease; for silent infarcts are undoubtedly common (Master and Geller, I969) . In such cases, the cardiogram should always be repeated after an interval. If the pattern has changed, it suggests an acute lesion. If it is unchanged, it probably indicates a myocardial scar; either from a small, healed infarct, or possibly from old myocarditis or pericarditis. In these circumstances, it is usually unnecessary and unwise to mention the possibility of coronary disease; but the opportunity should be taken of correcting any adverse factors which may be present, such as smoking, excess weight, or lack of exercise. If the suspicion of coronary disease is strong, the patient should probably be prevented from taking sole charge of a public transport vehicle.
